
IN O S S –ItO S S  In te rn a tion a l M e e tin g  · R om e , 2 O c tob e r 20 26 · S e s s ion  3: O rg a n is a tion  of C a re

P e rin a ta l c a re  org a n isa tion  a n d  m a te rn a l ou tc om e s  
in  L a tvia

Im p lic a tion s  for s m a ll h e a lth  s ys te m s

Anna Miskova
Associate Professor, Rīga Stradiņš University

Head of the B irth C entre, R iga Maternity Hos pital



F e w e r b irth s  a re  sp re a d  a c ross  a  w id e  se rvic e  n e tw ork
Demographic change is reshaping the demand for maternity care. Several regional units now manage only a small number of birth s  per year

1.8 4 5M
P op u la tion

J anuary 2026
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L ive  b irth s

in 2025

−17.7%
B irth  d e c lin e

2023–2025

60 %
B irth s  a t c a p ita l R ig a  a n d  its  su b u rb s

s hare of total

A n n u a l live  b irth s  in  L a tvia , 20 10 –20 25

C entral S tatis tical B ureau of Latvia. Annual demographic  s tatis tics  for 2 0 2 5;  population at 1 J anuary 2 0 2 6. Publis hed 2  J une 2 0 2 6.

Fewer births reduce clinical exposure, while geography still demands reliable emergency care and transfer pathways.



M a n y m a te rn ity u n its  n ow  op e ra te  a t low  a n n u a l volu m e

NETWORK STRUCTURE, 2025

17
H os p ita l m a te rn ity u n its

Ac tive in Latvia in 20 25

9
U n its  b e low  50 0  b irth s

More than half of all units

Low volume does  not prove poor c are;  it reduc es  routine 
team expos ure to rare, time- c ritic al events .

A unit may remain geographic ally important — its  role mus t matc h its  s taffing, emergenc y c apability, trans fer time, and ability to maintain c ompetenc e.

Source: SPKC maternity -unit data, 2025; authors' analysis.



A c c e s s  a n d  c a p a b ility m u st b e  a sse sse d  tog e th e r

G e og ra p h ic  a c c e s s

• Dis tanc e and travel time to the neares t unit

• W inter and rural trans port c onditions

• C ontinuity of c are for low- ris k women

C LINIC AL C APAB ILIT Y

• Experienc ed team available at all times

• Immediate s urgery, anaes thes ia, trans fus ion, and neonatal 

s tabilis ation

• Rapid c ons ultation, es c alation, and trans fer

R e g ion a l u n it — w h e n  it  
w ork s

A regional unit c an provide exc ellent 

low- ris k c are when ris k s elec tion works  

and es c alation is  reliable.

P roxim ity w ith ou t c a p a b ility

A nearby unit without dependable 

emergenc y res ourc es  does  not 

guarantee s afe ac c es s .

Th e  p olic y q u e s tion

W hic h women s hould eac h unit c are 

for, what minimum c apability mus t it 

maintain, and how does  the network 

res pond when ris k c hanges ?

Evidence note: Hospital -volume studies show associations with maternal and perinatal outcomes, but thresholds vary by setting an d do not 
replace assessment of case mix, staffing, capability, and transfer systems.



H ig h -risk  c a re  a lre a d y c on c e n tra te s  in  la rg e r c e n tre s

EXISTING REGIONALISATION

• Latvia already has  functional regionalisation — this  is  not a blank-

s late reform

• V ery preterm and c omplex pregnanc ies  largely move to larger 

perinatal c entres

• T he Riga s tatis tic al region c ombines  the highes t birth volume with 

generally  lower and more s table perinatal mortality over time

• Regional differenc es  pers is t, but annual rates  fluc tuate when 

denominators  are s mall — s ingle- year c omparis ons  are unreliable

T he long- term pattern s upports  the logic  of regionalis ation; it 

does  not prove a c aus al effec t of volume alone.

Source: SPKC data, 2000 –2024; Miskova et al., 2026.

Interpreting outcomes requires:

1 Volume

Absolute number of births and denominators for rate calculation

2 Case mix

Gestational age distribution and complexity of referrals received

3 Referral function

Whether the unit sends or receives high - risk cases — not raw 
rates alone



M a te rn a l s a fe ty d a ta  re m a in  th e  w e a k e s t p a rt of th e  s ys te m

Routine data show wide variation in reported pathological blood loss between 
hos pitals .  S ome units  report very low haemorrhage rates  des pite rec ording 
hys terec tomies  — an internally inc ons is tent pattern.

P os s ib le  e xp la n a tion s

• Different meas urement and c oding prac tic es  for blood los s
• Inc omplete as c ertainment or under- reporting
• Different c as e mix or trans fer patterns

V ariation is  a signal for audit ,  not a hos pital ranking.

M ore  ob je c tive  in d ic a tors  n e e d e d

• Mas s ive trans fus ion and invas ive haemorrhage c ontrol
• Hys terec tomy and c ritic al c are admis s ion
• Emergenc y trans fer and maternal near- mis s

Latvia does not yet have complete national prospective severe maternal 
morbidity surveillance.

Source: SPKC hospital data, 2025; authors' analysis.



A  p rop ose d  th re e -le ve l, r isk -a p p rop ria te  n e tw ork

ONE NATIONAL NETWORK — PROPOS ED MODEL

L e ve l I — L ow -ris k  b irth  c a re

Suggested minimum: 500 births/year

• Phys iologic al birth

• Initial emergenc y s tabilis ation

• Neonatal res us c itation

• Rapid trans fer pathway

L e ve l II — R e g ion a l p e rin a ta l c a re

Suggested minimum: 1,000 births/year

• S elec ted moderate- ris k c are

• Extended obs tetric  emergenc y res pons e

• T rans fus ion and s hort- term c ritic al 

obs ervation

• Neonatal c are from 32 weeks

L e ve l III  — Te rtia ry c a re

Two national tertiary centres

• C omplex maternal dis eas e

• B irth before 32 weeks

• Full maternal c ritic al c are

• Highes t- level neonatal intens ive c are

Volume thresholds are policy proposals derived from literature, national data, and expert consensus — not absolute quality cut -offs. 
Functions define the level; direct capability and travel - time assessment remains essential. Source: Miskova et al., proposed Lat vian model, 
2026; national expert survey, 12 respondents.



O n e  m e th od olog ic a l c e n tre  s h ou ld  g ove rn  th e  n e tw ork

NATIONAL RESPONSIBILITIES

D e fin e  ris k  c rite ria  a n d  re fe rra l p a th w a ys

S tandardis ed protoc ols  for all providers  ac ros s  all three levels

C oord in a te  m a te rn a l a n d  n e on a ta l tra n s p ort

Network- wide trans fer c oordination and c apac ity management

S e t q u a lity in d ic a tors  a n d  va lid a te  d a ta

C omparable metric s ;  audit of hos pital- reported figures

R e vie w  d e a th s , s e ve re  m orb id ity, a n d  tra n s fe rs

Maternal deaths , maternal near- mis s , emergenc y trans fers , 
perinatal deaths

O rg a n is e  s im u la tion  a n d  c om p e te n c y 
m a in te n a n c e

S truc tured feedbac k ac ros s  ins titutions ;  s kills  maintenanc e in 
low- volume units

Latvia already has  regulations , c linic al pathways , and quality indic ators  — the 
defic it is  fragmented implementation and limited national oversight .  
Pros pec tive s urveillanc e of s evere maternal morbidity would c onnec t national 
work direc tly with INOSS methods and multinational learning .



Im p lic a tion s  for sm a ll h e a lth  syste m s

D e c lin in g  b irth  volu m e

Makes distributed services harder to sustain 
s afely — fixed emergency c os ts  s pread ac ros s  

fewer births

R e g ion a lis a tion

S hould matc h patient ris k with verified 

c apability while pres erving reas onable 

geographic  ac c es s

G ove rn a n c e  a n d  d a ta

C omparable maternal morbidity data matter as  

muc h as  the phys ical loc ation of s ervic es

S u rve illa n c e

Mortality alone is  too rare to monitor s afety in s mall s ys tems  —

pros pec tive s evere maternal morbidity s urveillance is  es s ential

M e th od olog ic a l c e n tre

C onnec ts  ris k- appropriate c are, c oordinated trans port, validated data, and 

feedbac k into one s ys tem

Th e  rig h t w om a n , in  th e  rig h t p la c e , w ith  
a  p re p a re d  te a m  a n d  n o d e la y.
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